Background: Ethiopia has fairly good coverage but very low utilization of health care services. Emergency medical care services require fast, correct and curious services to clients as they present with acute problems. In Ethiopia and Gondar in particular, the quality of emergency medical care has not been studied. The main aim of this study was to assess the disease profile and patients' satisfaction in Gondar University Referral Hospital (GURH).
Background
Ethiopia has good health coverage with about 89% physical access or reachability, but unacceptably low utilization at 29%. Cognizant of this fact, the Ethiopian Federal Ministry of Health has stated that universal access to emergency service will be provided to all citizens [1, 2] . The low rates of utilization of care entail the absence of basic service capacity standards, affordability, weak referral systems and quality of services [1] .
With a growing focus on disease control with emergency care and non-communicable diseases, [3, 4] medical emergency care is becoming a medical specialty in many developed countries while managed sporadically in the developing countries [5] . The major reasons for emergency OPD visits are gastroenteritis/diarrhea, lower respiratory infections, malaria, ischemic heart disease, septicemia, and injuries [6, 7] . Public violence among men and domestic violence to women that are commonly seen in young people are also important causes of emergency department visits [8] .
Currently in Ethiopia, cardiovascular admissions-notably due to ischemic heart disease-have risen in the last two decades and it is reported that there are no referral facilities within 100 km [9] . The median waiting time for patients is about 8 min (from 0 to 3 h 59 min), and the median therapeutic time was 56 min (from 5 min to 16 h 19 min) [7] .
Persons who experience pain and other symptoms as life threatening [10] , men and older patients, persons who are triaged for the more advanced illnesses, those nearer to the hospital, patients with psychiatric disorders, and asthmatics visit emergency clinics more frequently than the normal population [11] [12] [13] [14] . In some cases, patients report more often at the beginning of the week than on the weekends [7] . Perceived urgency of disease, a younger population, females, non-attended patients during the day time, a longer duration of the illness, and non-traumatic injuries are the group of patients who visit the emergency OPD for a non-urgent care [15] .
Patient satisfaction in emergency care is a challenging experience.
The patients seek high quality care but there is an absence of well-organized facilities and experienced, dedicated staff and this leads to patient dissatisfaction. This dissatisfaction is a major problem in emergency medical care [16] . The level of satisfaction in emergency care ranges from as low as 2% in Pakistan [17] and 63% in Iran [18] to as high as 99.5% in United Sates [16] .
The major reasons for the dissatisfaction are interpersonal communications [16] , system problems including inadequately equipped facilities, no budget allocates for emergency departments and a lack of critical supplies which are needed in emergency situations [17] . Other determinants of satisfaction are physicians' and nurses' communication with patients, security guards' courtesy and communication, the mean waiting time, and the occurrence of unscheduled events which delayed care [18, 19] .
Classification of patients' degree of problems for priority care, and training of staff on emergency care improved patient care and ensured better patient satisfaction [20, 21] .
Quality of care is a corner stone in an organizations' goal. Currently, the Ministry of Health is expanding emergency care to the needy populations. The Gondar University Referral Hospital has a goal of improving satisfaction of patients [22] . There is lack of evidence that assesses the quality of care in emergency units among hospitals in the Amhara Regional State. This study assessed the disease profile, level of patient satisfaction and determinants of quality emergency care in a tertiary hospital in Northwest Ethiopia.
Methods

Study design
This was a hospital based cross-sectional study that assessed disease profile and quality of service among patients presenting to emergency department of GURH.
Setting
The study was conducted in GURH. This is a tertiary teaching hospital serving about 5 million people. The hospital has 518 beds and sees between 350 to 400 patients each day and between 100-120 emergency patients. The hospital has four emergency suites with a triage unit for distribution. It is staffed by about 270 nurses and 150 physicians. All adult cases pass through the triage unit of the hospital before seeing doctors except for children who go directly to the pediatric clinic.
Study population
The study population was all cases reporting to the emergency department with any emergency problem and presenting to all the OPDs. Patients presenting to the follow up clinic or for regular services and women presenting to the hospital for normal delivery services were excluded.
Sample size and sampling techniques
The sample size was determined using single population
The assumptions were, P = 63% (the proportion of good quality of emergency medical care measure by patient satisfaction from Iranian study [18] ; Z = 1.96, (the value of standard normal distribution at 95% confidence level, w = 3%, (marginal error) giving a sample size of 995 patients.
The study participants were selected by a systematic random sampling technique where the first case was identified among the 1-4 lists of patients presenting first at the start date of data collection using a lottery method. Thereafter, every 4 th subject at each section of the hospital's emergency departments was interviewed. Patients coming in both during the day and night hours were included. In the case where a patient was in distress and could not be interviewed, the care takers of the patients were consulted. The severity of patients was determined subjectively by clinicians.
Study variables
The outcome variable was quality of emergency care measured in terms of patient satisfaction. The explanatory variables included socio-demographic characteristics, the OPD sites, the day of the week, medical condition, perception about the hospital care, history of admission, time of arrival, the patient's perception of service, and courtesy of hospital staff.
Definitions
Medical emergency was defined as a condition wherein patients presented with acute illness /accident within 48 hrs and chronic patients with acute exacerbations within 48 hrs, unstable patients-such as patients with grossly abnormal vital signs or unconsciousness, and metabolic disturbances. Quality of emergency care was perceived satisfaction of care by emergency patients. Patient satisfaction was defined as the feelings of pleasure or disappointment as a result of a rendered service with a comparison of the performance of the institution's care against the expectations of the patient [23] . Patient satisfaction was measured by a Likert scale of 20 questions and was graded as very dissatisfied, dissatisfied, fair/indifferent, satisfied and very satisfied. Those scoring the mean or below were considered as dissatisfied while a score above the mean was labeled as satisfied.
Data collection instrument and procedures
Data were collected by a standard modified 20 items Press Ganey questionnaire developed in English, translated to Amharic and back translated to English by different person to check for consistency. A pre-test was conducted on 20 patients in the Gondar Polyclinic before the main and the instrument was amended accordingly.
An exit interview was conducted after patients were examined and treated. To avoid social desirability bias, data collection took place in a private area. If a patient was unconscious or in distress, care takers gave consent and were interviewed.
Data collectors were graduate nurses, health officers and environmental health technicians who were not working in the emergency department. Training was provided on the data collection techniques and utilization of the study tool for one day. There was daily supervision of data collection by the investigators. The completed questionnaires were checked for completeness and accuracy every day. Confidentiality of information was assured through use of the anonymous questionnaire. A code was used to identify the patient to avoid repeat interviews.
Statistical analysis
Data were entered in to the Epi Info Version 3.5.3 statistical package by data entry clerks, then cleaned and exported to SPSS version 20.0 for windows for analysis by investigators. Descriptive statistics were calculated to present sociodemographic characteristics, disease profiles, and levels of satisfaction. Bivariate and multiple logistic regression analyses were used to determine the association of different factors with satisfaction. P-values less than 0.05 or 95% CI not including the null value were considered as statistically significant.
Ethical issues
Ethical clearance was obtained from Institutional Review Board of the University of Gondar. A letter of permission was obtained from the chief executive officer of the hospital. Data collection resumed after informed consent was obtained from each patient or guardian if aged less than 18 years. For patients who were unable to give consent due to age or serious illness, caretakers and guardians gave the consent and were interviewed. To ensure confidentiality, an anonymous questionnaire was used and the interviews were conducted in a private area. All patients, care takers or guardians had the right to withdraw at any point during data collection without any consequences to the quality of service.
Results
Socio-demographic characteristics of patients
A total of 963 patients were included in the study with a response rate of 96.8%. The other 3.2% participants were either non-response or excluded due to incomplete. The mean age of patients was 28.4 (+17.9) years. Children under the age of 15 years accounted for 20.6 percent of the participants with 9.2% under the age of five years. Elderly patients accounted for 4.6%. There were comparable numbers of males (48.5%) 95%CI: 45.5%-51.7%, and females (51.5%) 95%CI: 48.3%-54.5%. Nearly two-thirds (60.7%) 95%CI: 57.7%-63.9%, of the patients were from rural areas and 271 (28.1%) were housewives by occupation followed by students comprising 21.3% of all patients. Most of the patients (81.4%), 95%CI: 80.1%-86.4%, arrived during the morning (AM) hours (Table 1) .
Profile of diseases and general medical condition of patients
The most common diagnosis in the emergency OPD was injury seen in 140 (14.5%), 95%CI: 12.4%-16.8%, patients. Gastrointestinal disorders took the next greater share with 126 (13.1%), 95%CI: 10.9%-15.5%, patients followed by respiratory diseases 115 (11.9%), 95%CI: 9.4%-14.6%, and obstetric/gynecologic emergencies (11.0%), 95%CI: 8.9%-13%. Cardiovascular problems were also significant and were observed in 55 (5.7%) of the patients. Cancers of any form were also observed in 39 (4%) of the patients (Figure 1) .
At the time of arrival at the emergency OPD, 422 (43.8%), 95%CI: 40.6%-46.8%, patients were very sick or in critical condition while a similar proportion, 416 (43.2%), 95%CI: 40.1%-46.2%, were moderately sick. A total of 125 (13.0%), 95%CI: 10.7%-15.2%, of the patients were in good condition. Five hundred eight (52.8%) patients were managed in the emergency unit while the rest were either admitted, 452 (46.9%) to the respective wards or referred, 3(0.3%) to another facility. The patient's stays in the emergency department ranged from 1-2 hours (29.3%), 95%CI: 25.2%-33.7%, to as long as 24 hours or more (17.5%) 95% CI: 13.8%-21.1%. The mean duration of the stay in the emergency department was 16.9 hours (Table 2) .
Health service related characteristics of patients
One hundred sixty-nine (17.6%), 95%CI: 15.4%-20.0%, patients cancelled their emergency room visit while there was a perceived reason. The main reasons for cancelling their visit were a lack of money, 92 (54.4%), and in 67 (39.7%) of them because of a mix of reasons including not trusting accessibility of service, family problems and a preference for traditional medicine.
Regarding confidence in getting good service from the hospital, 582(60.4%) were very confident, 268 (27.8%) confident, 40 (4.2%) were somewhat confident, and 73 (7.6%) were not confident at all (Table 3) .
A large number, 706 (73.3%) 95%CI: 70.4%-76.1%, of patients reported that they had been discriminated against or treated badly during the provision of service in the hospital. The major source of discrimination and bad treatment were failure of the health worker to discuss the expenses for treatments, 203 (28.7%), unequal handling or treatment by the health workers, 126 (17.8%), inability to get treatment, 88 (12.5%), not spending enough time with patient, 60 (8.5%), not listening to the patient 52 (7.4%), looking down on the patient, 50 (7.1%), and the health worker talking unkindly to the patient, 7 (1.0%) (Figure 2 ).
Overall quality of care/patient satisfaction Reliability analysis
To check for the internal consistency of the 20-item satisfaction measurement tool, we did reliability analysis. The overall Cronbach's alpha value was 0.88 reflecting a very high consistency of instrument-tomeasure the satisfaction. The inter-item correlation was also low (all well below 0.6) showing that each item was measuring distinct characteristics of patient satisfaction. On top of the overall alpha value, the value for each of the 20 items was also high ( Table 4) . The overall satisfaction using the mean score indicated that 498 (51.7%) 95%CI: (48.4% -54.9%) were satisfied with the service, the providers and the facility suitability whereas 465(48.3%) 95%CI: (45.1%-51.6%) were dissatisfied. Assessing the clients' satisfaction for each item, 36.3% of the clients were dissatisfied or indifferent to the courtesy of staff in the registration area while 63.7% were either satisfied or very satisfied. In about two-thirds (64.2%) of clients, the information provided about medication was not satisfying and ranked fair or below. The degree to which the care providers talked to the patient using words which the patients could understand was high at 74.2% (Table 5) .
Determinants of patient satisfaction on emergency medical care
In the multiple logistic regression analysis using backward stepwise method, the OPD site visited was significantly associated with level of satisfaction (p < 0.0001). Individuals who visited OPD 2 were 1.6 times more likely to be satisfied with the service as compared to those served at OPD 5 (AOR = 1.6, 95%CI:1.1, 2.4). Patients who visited OPD 3 were 3.4 times more likely to be satisfied with the emergency service when compared to those visiting OPD 5 (AOR = 3.4, 95%CI: 2.1, 5.8).
The visiting days also had an effect on satisfaction of patient with emergency care provided (p < 0.05). Patients who arrived on Monday were less likely to be satisfied when compared to those visiting on Sundays, even though this turned out to be non-statistically significant in the final model. Patients who came to OPD on Thursday (AOR = 1.7, 95%CI: 1.1, 3.0) and Friday (AOR = 1.9, 95%CI: 1.1, 3.4) were more likely to be satisfied when compared to their counterparts arriving on Sunday.
The medical condition on arrival was a predictor for patient satisfaction at the emergency department (p < 0.0001). Patients who were very sick on clinical assessment on their arrival were 3.6 times more likely to be satisfied when compared to those with good conditions (AOR = 3.6, 95%CI:2.3, 5.5) on arrival and patients with moderate condition were 1.6 times more likely to be satisfied with the service (AOR = 1.6, 95%CI:1.1, 2.5). Patients very confident with the service provided were nearly twice more likely to be satisfied with emergency service (AOR = 1.9, 95%CI: 1.1, 3.1).
Another vital determinant of patient satisfaction was perception of being discriminated against by health care providers. Those who felt that they were discriminated against at some care provision point were 2.5 times less likely to be satisfied with the service (AOR = 0.4, 95%CI: 0.2, 0.7). Patient satisfaction was not significantly associated with waiting time, residence, gender, age or other variables (Table 6 ).
Discussion
The study assessed the quality of health service at the emergency units of Gondar University Referral Hospital using a 20-item patient satisfaction questionnaire. Many of the patients presented from Monday to Wednesday accounted to more than 60% of visitors in all days of the week. Many of the patients reported at the beginning of the week similar to the situation in other studies [7] . Injuries were the leading cause of emergency OPD visits with 14.5% of all visitors. This is in line with studies in different countries [6] [7] [8] . The higher number of injuries in emergency OPD in this study was due to significant road traffic and vehicle crashes that caused many patients to visit the emergency department. Public violence among men and domestic violence with women was also a common cause of injuries [8] . Other unusual problems observed in the emergency diagnoses were non-communicable diseases including cancer, cardiovascular diseases, hematologic, mental illness, metabolic and neurologic disorders and these contributed to a total of 18.2%. This confirms the threat of a double burden of infectious and non-communicable disease that will be a challenge to the health care system in Ethiopia [2, 24] . Cardiovascular disorders alone contribute 5.7% of emergency visits which supports previous evidence to the rise of the problems and signals that the emergency care at hospitals and referral system has to be revised based on the current prevailing conditions [9] . Discrimination and bad treatment of patients was found to be high (73.3%) in this study mainly due to poor interpersonal communication of patients' problems, their treatment and/or cost of care. This tells clinicians that investigation and prescriptions are not the only needs of patients and all the concerns should be addressed in an understandable way. Other studies also identified that physician and nurse communications with patients were important determinants of satisfaction [18] .
The reliability analysis for the patient satisfaction measurement items resulted in an overall Cronbach's alpha score of 0.88. This tells that the tool is consistent for measuring the patient satisfaction. Moreover, the inter-item correlation coefficients were all less than 0.05 showing the items are mutually exclusive and measure different issues.
The level of patient satisfaction of 51.7% with the emergency service at the hospital is very low. This figure is lower than studies in Iran and other countries [16, 18] where there is 63% or more satisfaction with emergency care. The reason may be due to the presence of a specialized emergency care service in the later that provided a better care for patients. It is however, much higher than the findings from Pakistan [17] . The very high discrepancy is due to the fact that the Pakistan study additionally considered the ambulance service call for emergency conditions to reach health facilities that might have overestimated the dissatisfaction. This will have a negative effect on health care utilization on top of a very low rate. It is vital to save lives of patients by improving the suitability and quality of care to patients. Patients who were served in OBGY and Surgery departments were 1.6 and 3.44 times more likely to be satisfied as compared to those visiting other departments respectively. This may be related to the nature of intervention that solves the patients' concerns and observed illness via surgical and other procedures.
Patients who arrived on Mondays were less likely to be satisfied as compared to those arriving Sunday. This is due to the overstretched OPD by the large numbers of regular and emergency patients that makes hard to adequately treat all patients satisfactorily.
Patients with serious medical condition were nearly 3.6 times more likely to be satisfied with the service as compared to those with good condition. This is probably due to the better attention and more time given to critical patients than those in good condition. Senior physicians also are more likely to be consulted for this group of patients leading to better handling. Critical patients' are also given priority at the gate and may not be subjected to bad treatment or discrimination. This is because of the lack of classification of patients on arrival and provide care accordingly that would improve patient handling [20, 21] .
Having felt discriminated is a negative determinant of satisfaction in the emergency care. Those who felt that they were badly treated were 2.5 times less likely to be satisfied with the service than their counterparts.
Study limitations
The study participants' selection depended on those reporting to emergency departments and might have dealt with more critical cases. The study involved interview of patients and care takers in case of critical conditions to the patient and this might result in minor differences in response regarding quality of care of the patient. As this is a cross-sectional study, the pattern of all disease could not have been viewd over time. The patient satisfaction might have been influenced by surgical interventions done to some in need against those medically treated.
Conclusions
Injuries and non-communicable diseases emergency as cardiovascular emergencies are very common among patients in Northwest Ethiopia. 
